
SHALL WE DECOMPRESS FOR CHOKED DISK?*
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The importance of choked disk as a sign of intracranial disease is
all the greater because in many instances it appears early, and in many
others the diagnosis is uncertain until this sign does appear. Taken
by itself, it is alarming, and the impulse among neurologists and neuro-

surgeons to do something in order to avert impending blindness is
natural and excusable.

During the last twenty-nine years I have been in charge of a very
active neurologic service, and during this period brain tumors and
allied conditions have had my serious attention. If the tumor (a cyst,
neoplasm or abscess) could be reached, a direct attack on the lesion
was planned. Not infrequently the growth or abscess could riot be
localized accurately, but the choked disk, with the fear of impending
amaurosis, had to be considered. Decompression was advised and per-
formed many times in the hope of averting blindness, which was almost
certain to set in long before the patient's life was in danger. Of late
years I have had less and less faith in the efficacy of decompression.
Personal impressions of many years had led to a firm belief that often
decompression, pure and simple, did not effect what it promised. One
neurosurgeon said that he would not perform a decompression for
pontile tumors. Then I queried, Is it ever worth while?

So I requested one of my adjuncts, Dr. Wechsler, to whom the
records on brain tumor had been entrusted for special study, to analyze
these records with reference to decompression operations. One hundred
and forty cases of brain tumor from the neurologic and neurosurgical
clinics were studied. Many cases were excluded because of unsatis¬
factory or complicating conditions. Of these 140 cases, forty-five (32
per cent.) were completely unlocalized. Ninety-five (68 per cent.)
during the period of examination were localized. Incidentally it may
be of interest to note the occurrence or nonoccurrence of choked disk
in relation to the site of the tumor.

The table shows that of nineteen cases of cerebellar tumor, choked
disk was present in seventeen, and absent in only two. In tumors
of the hypophysis, it was present in three and absent in twelve. In
frontal lobe tumor it was present nine times and absent four times,
whereas in temperosphenoidal tumors it was absent in one case and
present in nine; and of eight angle tumors, it was present four times

*Read at the Forty-Eighth Annual Meeting of the American Neurological
Association, Washington, D. C., May, 1922.
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and absent four times. Taking the entire list of ninety-five localized
tumors, choked disk was present in sixty-four cases and absent in
thirty-one.

The large percentage of nonlocalized tumors shows that large
growths may develop in a silent area and not cause a single localizing
sign until the growth invades a more distant part of the brain. This
is particularly true of all frontal tumors. The psychic phenomena,
the olfactory disturbances, the special forms of ataxia associated with
frontal lobe neoplasms, often leave one in the lurch, and sensitiveness
to percussion is not infrequently misleading. But when there is invasion
of the parietal areas the symptoms become definite. As a result of
this, the diagnosis of parietal tumor is sometimes made when the
growth originates elsewhere.

Choked Disk in Various Intracranial Tumors

Number of Choked No Choked
Site Cases Disk Disk

Cerebellum. 19 17 2
Hypophysis. IS 3 12
Frontal lobe. 13 9 4
Temperosphenoidal. 10 9 1
Cerebello-pontile angle. 8 4 4
Posterior fossa. 4 3 1
Parieto-occipital. 6 4 2
Right hemisphere
.

7 S 2
Left hemisphere. 5 4 1
Third ventricle. 2 2
Fourth ventricle. 2 2
Lateral ventricle. 1 1
Pontile. 2 .. 2
Pineal. 1 1

Total. 95 64 31

This very uncertainty as to the initial site of the tumor and the
still greater uncertainty as to the extent of the growth, in many
instances render the neurosurgical problem a most perplexing one.

Though the localizing signs may be absent, the general symptoms, and
above all, the choked disk demand attention.

In a series of thirty-eight cases decompression was performed
for the relief of this special condition. In seven of these cases the site
of the tumor remained wholly unknown. Of these thirty-eight cases,
which were retained in the hospital and studied long enough to judge
of the results, twenty-nine showed no recession. In four cases there
was distinct improvement, so that the operation may have been con¬

sidered satisfactory. Five showed slight recession. In five of the
twenty-nine cases which showed no recession, optic atrophy resulted.
In others, optic atrophy may have developed at later periods. There
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may be some satisfaction if any vision is retained, but it doe« not
prove that decompression promotes recession of choked disk.

Under these circumstances, there would appear to be strong
corroboration of the impression that decompression operations, pure
and simple, promise little—and let me say that it seems to matter little
whether the decompression be of the ordinary subtemporal or sub-
occipital type—the suboccipital site having been chosen naturally when
there was a suspicion of a cerebellar or cerebellopontile angle tumor.
One is tempted to ask whether decompression operations really decom¬
press, and whether or not in the presence of a large neoplasm intracranial
conditions are improved by this dislocation of the intracranial contents.

Roentgen-ray studies frequently show enormous distortion of the
ventricles in the presence of brain tumor; and no doubt intraventricular
pressure has some, if not a great, effect on the development of choked
disk. Does the opening in the skull and the dura better these ventricular
conditions ?

If we are not able as yet to answer these questions, we must at
least give the facts due consideration. That decompression does in some
instances bring about a favorable change in the intracranial relations
is evident from the improvement that has been witnessed in many
instances, so far as the intense headaches are concerned ; and for the
relief of this often distressing condition operative procedures are
to be urged.

There is one other thought to which I wish to give expression.
Those of us who are likely to be somewhat conservative are told that
we should not have waited until the appearance of choked disk; that
the patient had a better chance if operated on early. Were the results
of brain tumor removal more satisfactory, I would be heartily in
sympathy with this view. Once the choked disk has appeared, it
may be asserted that the tumor is already of considerable size and
difficult of removal. It is so often a question of weighing the great
risk of operation against the uncertainties of diagnosis.

To make matters still more perplexing, choked disk does not
necessarily indicate the presence of a neoplasm, especially in these days
of encephalitic lesions ; moreover, choked disk does sometimes recede
spontaneously and recovery from this condition may ensue without
surgical interference. Only recently I had a vivid experience of this
kind with a boy, 9 years of age, who presented many of the symptoms
of a cerebellar neoplasm, such as weakness of the right rectus externus,
nystagmoid movements, slight right facial paralysis, adiadokokinesis of
the left side, diminished knee reflexes and Achilles' jerks, slight rigidity
of the neck, diminished hearing on the left side and a tendency to fall
to the left. With these symptoms was associated bilateral papilledema
of 5 diopters. The otologist, as well as the ophthalmologist who
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examined him, felt that all the signs pointed to marked increase of
intracranial pressure. There was no rise of temperature, the blood
and spinal fluid Wassermann reactions were negative, the spinal fluid
was under pressure and contained only one lymphocyte. My own

conclusion, after a careful examination, was that while the symptoms
pointed to cerebellar involvement, the findings were so unusual that
it would be well to defer surgical interference until a satisfactory
explanation could be found. The boy was in the hospital from Feb. 19,
1922, to March 13, 1922. On March 20, the eyes were examined by
one of the capable ophthalmologists, Dr. Schlivek, who found an

elevation of only 3 diopters ; but he added that "in the macula of the
right eye there is a beginning stellate figure. This indicates an old
condition." After three weeks, the same oculist reported that "the
eyes show evidence that the choked disk is receding; the elevation
in the right is 1 diopter, in the left 2 diopters."

What the final diagnosis will be in this case I am not yet willing
to state. The point that I wish to emphasize is that in some of these
cases the choked disk may recede and go on to spontaneous recovery.

COMMENT

My own view is that the ordinary decompression operation, whether
subtemporal or suboccipital, promises little for the relief of choked disk ;
in twenty-nine out of thirty-eight of our cases it was practically time
and labor wasted. Instead of performing this operation, every effort
should be made to attack the tumor itself and to remove the neoplasm,
provided the patient's life can be spared.

I suspect that in many instances, the decompression operation has
discouraged the patient, has made a further operation objectionable,
and has often lessened the ardor of the surgeon to get at the growth
itself. If we are to go on with the decompression operation, for the
relief of symptoms only, it must be made a harmless procedure;
harmless as to life and harmless so far as the later successful removal
of the brain tumor is concerned.

DISCUSSION
Dr. Hugh T. Patrick, Chicago: I think that a vital point has been omitted

in Dr. Sachs' report; namely, the state of vision. Whether one operates for
choked disk should depend to a certain extent on the visual acuity of the
patient. In many cases optic atrophy has begun and advanced considerably
before any material recession in the choked disk.

Dr. Ernest Sachs, St. Louis : The point that Dr. Patrick made is an
important one : that if you operate when optic atrophy is developing decom¬
pression may not aid at all.

In the cases that Dr. Sachs has cited, it has been a common experience to
find that choked disk rarely is present in pituitary tumors, and in some of
the other groups of cases, of which he spoke, a similar thing has been known.
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In his book, Dr. Cushing has emphasized the fact that in acoustic tumors,
until the cerebrospinal circulation is interfered with, often there may not
be any choked disk. My experience is absolutely at variance with the figures
that Dr. Sachs has given. If decompression is performed at the proper place
and while the vision is still fairly good, the choked disk definitely subsides in
many instances, and vision is improved and retained.

I do not want to give the impression that I advocate decompression if there
is any possibility of removing the tumor. I perform fewer decompressions
now than I did several years ago, but I cannot agree with Dr. Sachs' statement
that decompression does not make a choked disk subside if it is performed at
the proper place and before optic atrophy is too far advanced.

Dr. Harvey Cushing, Boston: I think that Dr. Sachs is justified in his
interpretation of his own experience. There are many different ways of doing
decompression operations and different things that one may expect from them.
It is purely a palliative measure and not a "cure all." Nor does it always
accomplish its purpose, but it saves a great deal of suffering, and saves vision
in a great many cases for a short time ; and that is about as much as can be
expected of it.

I am sure all those who have had much neurosurgical experience have seen

many cases in which discomfort has been lessened and vision improved. If
we could accomplish this with a drug it would seem miraculous. Our methods
of tumor localization are improving greatly. We hope ventricular radiography
will give us additional aid. Consequently, we resort less often than formerly
to simple palliative measures. I shall give an example of relief obtained by
palliation. A naval cadet was referred to me last year by Dr. Wilmer with
a rapidly advancing choked disk of about 6 diopters, which threatened loss of
vision. Localizing symptoms were inconspicuous, but they suggested a cere¬

bellar lesion. A suboccipital exploration was performed, but no lesion was
found. The patient made an immediate recovery; the choked disk subsided
accompanied by normal vision, and all other symptoms disappeared. Our con¬

clusion was that we had made a mistake in diagnosis, and the case was

recorded as a "tumor suspect," probably chronic arachnoiditis. Possibly a

ventriculogram might have shown a tumor, but I have grave doubts of this.
The young man returned to the Academy and later was sent to sea on active

duty, remaining free of symptoms. However, several months later, while
exercising in the gymnasium in Annapolis, he had a return of symptoms. He
was sent to Baltimore for further operation. Dr. Dandy reexplored and found
a cerebellar glioma, which he attempted to remove in its entirety, without
success. If I had been able to identify the tumor at the first session I might
have successfully removed it by a lobectomy, but I found no evidence of a

growth and would not have been justified in exploring for it, and if I had
done so, the young man would not have enjoyed the long period of relief
afforded by the decompression alone.

A subtemporal decompression would not have accomplished this result, and
I am not sure from what Dr. Sachs has said that he appreciates that in the
presence of an internal hydrocephalus a subtemporal decompression is not of
much value. But it is true that decompressive measures are being used less
often as our ability to localize tumors improves.

Dr. Sachs, in closing : This method has not advanced very far because
Dr. Cushing has acknowledged that less decompression is being performed.
If the diagnostic ability is developed to a greater extent, less time will be
spent on decompression operation for the relief of choked disk. Decompression
is never advised if there is the slightest suspicion of atrophy of the optic nerve.
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